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Case Reportsvascular reconstruction) at the anterior aspect of the apical
thoracic cavity.
Additional advantages include the ability to assess the tu-
mor invasion extent from within the thoracic cavity to allow
internal mapping and much more accurate placement of
a subsequent external incision for chest wall resection. Fur-
thermore, the hilum in such cases is usually normal, and the
natural apical retraction of the lung from the apical chest
wall invasion facilitates VATS lobectomy.
VATS as a surgical option for superior sulcus tumors has
previously been reported with good results,6,7 The use of
VATS offers the advantage of less postoperative pain,
a quicker recovery period, and an improved cosmetic
appearance for the patient.
In summary, we put forward an argument for the greater
evaluation of ‘‘minimal access’’ VATS surgery for more ad-
vanced lung cancer resections and illustrate our position
with an example of resection of a superior sulcus tumor,
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The Journal of Thoracic and Carincision to achieve en bloc resection, minimizing the extent
of the traditional extended thoracotomy or disarticulation of
joints and sternotomy.References
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Cardiovasc Surg. 2010;140:e38-9.Successful repair of aortic valve perforation in pediatric
Libman–Sacks endocarditisLisa C. A. D’Alessandro, MD,a Stephen M. Paridon, MD,a and J. William Gaynor, MD,b Philadelphia, PaLibman–Sacks endocarditis, a complication of systemic lu-
pus erythematosus, has a predisposition for the mitral and
aortic valves and is associated with disease duration, activ-
ity, anticardiolipin antibodies, and antiphospholipid syn-
drome.1,2 We describe the successful repair of a large
aortic valve perforation secondary to Libman–Sacks
endocarditis in a pediatric patient.CLINICAL SUMMARY
A 12-year-old boy with an 8-year history of systemic
lupus erythematosus presented for evaluation of a new
murmur. His course was notable for active disease, Sj€ogren
syndrome, and anticoagulant and anticardiolipin antibodies
without thrombotic events. Previous hospitalization 2 yearsearlier demonstrated a normal cardiac examination and
echocardiogram.
Examination showed an active precordium, normal heart
sounds, mild tachycardia, and mild systolic hypertension
with a wide pulse pressure. There was both a grade III/VI
low-frequency systolic ejection murmur and a II/IV high-
frequency diastolic murmur at the left upper sternal border.
Pulses were equal centrally and peripherally with no edema,
clubbing, or nail bed changes.
Echocardiography demonstrated moderate to severe aor-
tic insufficiency (AI) arising from a perforation in the non-
coronary cusp of the aortic valve, measuring at least 2.3
mm (Figure 1, A) with early diastolic flow reversal in the
abdominal aorta. The left ventricular end-diastolic dimen-
sion was 5 cm (z ¼ 2.91) (Figure 1, B) with an ejection
fraction of 64%. There was mild mitral regurgitation and
possibly a small vegetation on the anterior leaflet of the
mitral valve.
There was no history of fevers, weight loss, or systemic
symptoms to suggest bacterial endocarditis. White blood
cell count (maximum 13.3 3 103 cells/mL) and C-reactive
protein (maximum 0.8 mg/dL) were normal with an ele-
vated erythrocyte sedimentation rate (83 mm/h), consistent
with autoimmune endocarditis. Large-volume blood cul-
tures were negative.diovascular Surgery c Volume 144, Number 6 e151
FIGURE 1. A, Parasternal long-axis view of the left ventricular outflow tract and aortic valve demonstrating a perforation in the noncoronary cusp mea-
suring 2.3 mm, with insufficiency by color Doppler. B, Apical 4-chamber view at end diastole demonstrating left ventricular dilation. LVOT, Left ventricular
outflow tract; NCC, noncoronary cusp.
Case ReportsPrimary aortic valve repair was selected as the optimal
surgical strategy, given the age of the patient, the signifi-
cant disease activity, and the presence of anticoagulant
and anticardiolipin antibodies. If primary repair were not
successful in the operating room, tissue valve replacement
would have been our secondary strategy, although other
options including a Ross operation would have been con-
sidered depending on the findings at surgery. Under direct
inspection, an oval-shaped perforation in the noncoronary
cusp was seen, measuring approximately 5 3 3 mm. The
edges of the perforation and the edges of all 3 valve cusps
were thin and without evidence of vegetation, distortion,
or infection. The defect was closed with a fresh pericardialFIGURE 2. A, Parasternal long-axis view. The pericardial patch (*) is seen on t
4-chamber view at end diastole demonstrating normal left ventricular dimension
cusp.
e152 The Journal of Thoracic and Cardiovascular Surpatch, and no difficulty was encountered suturing the
patch to the valve cusp. Transesophageal echocardiogra-
phy demonstrated trivial central AI and no patch leak.
There was good leaflet mobility and normal ventricular
function.
The postoperative course was significant for bilateral
pleural effusions, a large pericardial effusion, early mild
ventricular dysfunction, and systolic hypertension. These
required 1 readmission for fever and chest pain but re-
sponded to conservative medical management with resolu-
tion by postoperative day 14. He has subsequently made an
excellent recovery. More than 1 year after surgery, echocar-
diography continues to demonstrate trace central AI, nohe noncoronary cusp of the aortic valve. There is trace central AI. B, Apical
s. LVOT, Left ventricular outflow tract;MV, mitral valve;NCC, noncoronary
gery c December 2012
Case Reportsaortic stenosis, normal ventricular function, and trivial mi-
tral regurgitation (Figure 2, A and B).
DISCUSSION
Libman–Sacks endocarditis is rarely reported in adoles-
cents and has been reported only twice in children.3,4
In one case series, aortic valve disease occurred in 34%
(13/38) of adult patients. No patient improved, and 6
patients with mild AI or aortic stenosis progressed to
moderate or severe disease with 1 death.1 Of 8 additional
adult cases reported, 7 underwent valve replacement. One
patient had an aortic valve mass removed without valve
damage.5
CONCLUSIONS
Libman-Sacks endocarditis is more common in the
presenceof anticardiolipin antibodies or antiphospholipid an-
tibody syndrome, resulting inmore frequent thromboticman-
ifestations.1 In young patients with a high risk for clotting
events, valve replacement is undesirable. To our knowledge,The Journal of Thoracic and Carthis is the youngest reported patient with Libman–Sacks en-
docarditis of the aortic valve and the first case of successful
repair of an aortic valve perforation. The relatively rapid on-
set of AI and detection before onset of symptoms, along with
rapid intervention and young age with greater valve leaflet
elasticity, may have been factors in a successful repair with
excellent medium-term outcome.References
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